A 79-year-old woman with a history of open abdominal aortic aneurysm repair presented with worsening angina. Her ECG showed mild ST-segment depression at rest ( Figure 1A) . Computed tomography coronary angiography revealed a critical stenosis at the right coronary artery ostium without atherosclerotic plaque, which appeared to be induced by extrinsic mechanical compression between the sternum and dilated aortic root ( Figure 2 and Movie I in the onlineonly Data Supplement). Because she refused to undergo cardiac surgery, elective percutaneous coronary intervention for the ostial right coronary artery lesion was performed (Movie II in the online-only Data Supplement). Intravascular ultrasound findings were similar to those observed on computed tomography coronary angiography ( Figure 3 and Movie III in the online-only Data Supplement). A Liberté bare metal stent 4.0/12 mm was directly deployed, followed by postdilatation with a 5.0-mm balloon. Although excellent angiographic results were achieved (Movie IV in the onlineonly Data Supplement), intravascular ultrasound after the procedure showed asymmetrical expansion of the stent despite high-pressure postdilatation (Movie V in the online-only Data Supplement). After the percutaneous procedure, she was free of angina, with an improvement in ST-segment depression ( Figure 1B ). She presented 1 month later with recurrent angina. Repeat computed tomography coronary angiography and intravascular ultrasound revealed a completely collapsed stent and subsequent significant luminal narrowing (Figure 4 and Movies VI and VII in the online-only Data Supplement). Two CYPHER drug-eluting stents were deployed to overlap the broken stent to achieve greater radial force. Final angiographic and intravascular ultrasound images showed excellent short-term results, with the stents fully expanded (Movie VIII in the online-only Data Supplement). Although the patient had been asymptomatic for 3 months after the second coronary intervention, she was admitted to the hospital for sepsis caused by an iliopsoas abscess. Conventional chest computed tomography revealed complete disruption of the stent with formation of a pseudoaneurysm between 2 stent fragments ( Figure 5A and 5B) . On hospital day 9, she suddenly developed cardiopulmonary arrest and died. Noncontrast computed tomography revealed a massive circumferential pericardial effusion, suggesting cardiac tamponade as a reason for the sudden cardiopulmonary arrest ( Figure  5C ). Postmortem examination revealed a hemopericardium with ruptured pseudoaneurysm between 2 stent fragments ( Figure 6 ).
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Coronary stent fracture is a rare but potentially serious complication of coronary artery stenting because it can result in in-stent restenosis and acute stent thrombosis. 1, 2 Most fractures occur in stents after aggressive postdilatation, in stents implanted in tortuous and calcified lesions, and after cardiac trauma. 3 Although the mechanism of aneurysm formation is still unclear, this case shows that stent fracture, aneurysm formation, and coronary artery perforation might result from both mechanical stress caused by compression by the sternum and dilated aortic root and the unique property of drug-eluting stents in which the drug coating may inhibit the healing process. 4
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